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In a series of observations published on the third
stage of labor where the placenta was delivered spon-
taneously, the time required for the completion of the
delivery was carefully noted, and the results varied
from a few minutes to thirty-six hours.
With these statistics before us, it is manifestly im-

possible to place a definite limitation on the third
stage and to assert that all cases which pass the pre-
scribed bounds shall be regarded as pathologic, and
interference undertaken. In spite of the tendency of
the last few years to interfere less and less in obstet-
ric cases without positive indications, it may be safely
said that if the placenta is not spontaneously deliv-
ered within two hours after the birth of the child,
some pathologic condition is present which necessi-
tates interference.
Usually the presence of hemorrhage or other symp-

toms will further an earlier diagnosis, and the question
generally lies between two closely related conditions,
an ``adherent placenta'' or " retained placenta," and
the differential diagnosis can only be obtained by
careful examination.
In " retained placenta " the structure is detached

and lies within the maternal parts, from which, owing
to some obstruction in front or insufficient vis a tergo,
it can not be expelled without artificial assistance.
The adherent placenta, as its name indicates, is still

attached to the uterine surface more or less intimately,
either by its entire surface or by certain segments of
it, this latter constituting the so-called " partiallyadherent placenta," which furnishes a very alarming
form of postpartum hemorrhage.
Tne site of adhesion, according to Nyulasy, is most

frequently the fundus, but very often it is near or
involves the cervix, as in placenta previa, but there is
no regularity in the selection of the site.
Frequency.—The usual difficulty in obtaining accu¬

rate statistics in obstetrics is nowhere better illus¬
trated than in attempting to determine the frequency
of the occurrence of " adherent placenta."
Comparatively few reports have been published

from hospitals, and the general practitioner has con¬
tributed almost nothing. Then, too, the available
reports are not always satisfactory, as for instance, the
" Medical Report of the Society of the Lying-in Hos¬
pital of New York" (1897) shows that the placenta
was manually removed 182 times in 9034 labors, or 1
in every 49.6 labors, which demonstrates that manual
removal of the placenta is far more frequent there
than elsewhere recorded, even if the placenta pre¬
via cases are included in the statistics, as doubtless
they are.
In the Chicago Lying-in Hospital and Dispensary,

the placenta has been manually removed only 6 times
in 2529 cases, and only 4 times for " adherent pla¬
centa."
Judging from their figures, it would seem that the

placenta is less frequently adherent than Dorland's
and Hirst's reports would indicate, and that 1 in 500
or 600 labors would be more nearly correct. Howitz,
however, in 1000 cases has seen no bad cases of adhe¬
rent placenta.
Owing to the immaturity of the placenta and the

absence of the usual degeneration, the placenta seems

to be adherent more frequently in abortions than at
term; thus Bedford Brown found 30 cases in 200
abortions, or 15 per cent.
Mortality.—All observers agree that the condition

is extremely daDgerous for the mother, the most fre¬
quent cause of death being sepsis, but hemorrhage
plays no small part. In Winckel's 50 cases 9 died, or
18 per cent.
Hirst gives a mortality of 7 per cent., which he

attributes to sepsis. The mortality from sepsis will
always preponderate in those cases which are treated
expectantly, while the hemorrhage will cause the
greatest number of deaths in the recent cases.
Etiology.—The origin of the affection is somewhat

obscure, but so many concurrent affections have been
assigned as causes that it seems best to discuss the
etiology under three separate headings:

1. The causes attributed to the placenta. 2. The
causes attributed to the uterus. 3. The causes attri¬
buted to the uteroplacental connection. Among the
causes attributed to the placenta, it is found that most
authors give inflammation of the placenta the first
place.
There is a diffuse form of inflammation which

arises in the connective tissue, and the placenta be¬
comes firm and pale. After the irritative proliferation
produced by the inflammation subsides, the connective
tissue contracts, compresses the villi, and may result
in death of the fetus by diminishing the blood-sup¬
ply, while fatty changes may occur in the placenta,
which either becomes prematurely detached or abnor¬
mally adherent.
A second form arises in the arteries and adjacent

tissues of the fetal placenta and gradually involves
the entire organ. As the inflammation proceeds the
tissues become indurated and fibrous, adhesions form
between the placenta and uterine walls so dense that
it is often difficult to distinguish the point of sepa¬
ration post-mortem. Placentitis is an extremely rare
disease, and while many cases may and do pass unrec¬

ognized, yet other factors possess etiologic interest.
In Brown's series he traced three cases to traumatisms,
but these could probably be regarded as cases of pla¬
centitis. He also regards rheumatism as a cause.
Syphilis may give rise to inflammatory changes in

the placenta, which would produce adhesions, but as
many cases occur where neither maternal nor paternal
syphilis can be traced, this can only be regarded at
most as an occasional cause, as in Brown's two cases.
Placenta succenturiata has an etiologic importance

from the fact that the main portion of the placenta
could be delivered, and the connection between the
parts being broken, the smaller portion might remain.
Placenta previa is the most common placental

anomaly in connection with adherent placenta, which
Chazan claims results from the partial loosening of
the placenta before labor, whereby the normal mech¬
anism of detachment is interfered with and manual
removal is required. His second explanation is more
plausible and shows that the placental site being
farther removed from the point of greatest contrac¬
tion, less power can be applied by the uterus in pro¬
ducing the detachment. Hence it is only relatively
adherent, but this conforms more closely to our knowl¬
edge of the mechanism of the third stage.
Again, an abnormally thin placenta, from whatever

cause, will be more difficult to expel, because it will
double up as the uterus contracts, just as soft glue
spread out on the hand will follow the contractions ofRead before the Chicago Medical Society, April 26,1899.
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the palmar surface. In the four cases herewith
reported, the placentas exhibited this characteristic
thinness.
Among the causes attributed to the uterus, most

writers mention endometritis, but some other factor
must also be present, for endometritis is a very com¬
mon condition and the placenta is very rarely adher¬
ent. Again endometritis is much more common in
multiparee, and adherent placenta shows no especial
predilection therefor. A previous endometritis may,
however, furnish the starting-point of a placentitis.
Atony uteri is probably the most important factor.

This affection occurs in two forms. The first, affect¬
ing the whole uterus and manifest throughout the
labor, is greatly improved by external manipulation,
while the second form affects the placental site ( Engel)
and occurs in varying degrees of intensity, the most
severe being sometimes called "paralysis of placental
site," and forming a knob-like projection through
the contracting surface of the uterus; it may lead to
inversion.
The pathology of atony uteri is obscure, but a few

of the conditions producing it, which in turn must
become causes of adherent placenta, are primary pain,
weakness, weak constitution, exhaustion, extreme uter¬
ine distension, excessive uterine exertion, as against
some pelvic resistance, poorly developed musculature
of the uterus, ecc, but atony uteri occurs in sound
healthy women, in protracted labors and in precipitate
labors, so that the above factors are not the only ones

concerned, and one feels obliged to consider Rokitan-
sky's undemonstrated theory that nervous depression
may be a cause of impaired activity at the placental
site. ''Paralysis of the placental site" might explain
the frequent association of adherent placenta and
inversio uteri, as in the Stone, Lee and Beckmann
collections.
Indeed, the frequency with which adherent pla¬

centa is found in connection with inversio uteri is
remarkable, and one can hardly avoid the belief that
a causal relation exists between them. In Stone's
series the placenta was adherent in 10 of the 25 cases

reported, or 40 per cent. In Lee's collection of 148
cases he found the placenta adherent in 67, or 45.4
per cent. In Beckmann's collection of 100 cases the
placenta was adherent in 25. In 21 others the inver¬
sion was said to be due to "traction on the cord" in
attempts to deliver the placenta. It would not appear
illegitimate to assume that placentas resisting so much
traction were measurably adherent, and counting
these the total would be 46 per cent., or a trifle more

than Lee's. It has not been possible to find one fac¬
tor, or set of factors, common to any large proportion
of these cases.
Stone thinks a lack of contractile power in the ute¬

rus is responsible for both conditions, but what rea¬
son can be assigned for the lack of uterine contraction
unless it be atony uteri or some form of defective
innervation ?
In the third etiologic class we find the old authors

(like d'Outrepont. Simpson, et al.) proposing transu-
dation, exudations, etc., which change into connec¬

tive tissue.
Winckel mentions extravasations of blood into the

decidua serótina and thence into the intervillous
spaces, or they may arise from the vessels of the villi
and afterward become changed into firmer connective
tissue.
In opposition to this theory, Chazan says that we

often find old blood-clots in the placenta and no trace
of fibrinous organization. Godson, however, in 1896,
reported the microscopic examination of placentasafter various periods of retention, and in one retained
in utero a few days only, the intervillous spaces were
filled with altered maternal blood, organization had
begun, strands of fibrin were present, but the connec¬
tive tissue was not much altered, whereas, in another
placenta, retained about six weeks in utero, the process
was quite advanced, the maternal blood being organ¬
ized, the villi degenerated, the«connective tissue com¬

pressed. Hertzog shows that the maternal blocd in
the intervillous spaces is so different, even in a fresh
specimen, that it is probably the cause of many of the
emboli and thromboses which occur in pregnancy.Nyulasy claims that the most common condition
met with in extensive adhesion is a deposit of fibrin
originating in the decidua and involving the opposingsurfaces of the placenta and the uterus, the cement
substance nearly always being a tough, fibrous mate¬
rial difficult to separate from the uterine wall.
The microscopic report of the curetted pieces from

Nyulasy's case showed delicate connective tissue and
decidual cells, the origin of the fibrinous cementingmaterial not being known.
The principal objection to accepting an alteration

in the uteroplacental connection as a cause of adhe¬
rent placenta is the scarcity of definite anatomic proofof the existence of the pathologic change. Maier
says he has never seen cases with exúdate, and the
report of the microscopist in Nyulasy's case was not
complete in this respect. But Neumann's exhaustive
investigation with microscopic data shows that altera¬
tions in the uteroplacental connection do occur, and
are responsible for the adherence of the placenta in a
certain proportion of cases. Langerhans finds neither
the cell proliferation nor connective-tissue develop¬ment so marked as one would expect in a condition
resulting from inflammation. When the manual
removal preserved the serótina, he found that it con¬
tained more intercellular substance than usual in the
deeper layers and in the septum; the cells were
smaller and mostly of spindle shape. The grandularampullae were defective in development—briefly, hefound a tissue much firmer and more compact thanusual. He believed that this condition was incon-
testably the cause of the adherence.

Consequences of retention.—With a mortality of at
least 7 per cent, attending the affection, it is interest¬
ing to know what the consequences might be if the
placenta should not be removed. Fortunately this
condition has been studied by many observers and
numerous facts have been obtained.
The subject is susceptible of division into two

classes : 1. Where the placenta is partially detached.
2. Where the placenta is entirely adherent.
The two divisions cover all the stages of pregnancyand labor, with some modifications, In all cases of

the first class there is hemorrhage, more or less seri¬
ous, which requires the removal of the placentalstructure in order that the uterus may contract and
the hemorrhage be stopped.
In the second class we find many different reports.The placenta may be retained for a period varyingfrom a few hours, when it may be spontaneouslyexpelled, to eight or nine months, as in Godson's case,when some pathologic condition, amenorrhea or men-

orrhagia, leads to an investigation and the difficulty isdiagnosed. In the case reported by Gallant the pla-
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centa was retained a year and a second pregnancy
with placenta previa occurred.
Whether the placenta grows or not during its reten¬

tion after the expulsion of the embryo has developed
considerable discussion, but the weight of evidence
seems to show that unless it increases pathologically
it can not be said to really grow, although Audebert
and Sabrazes, following Clarence Webster, positively
declare that the constituent placental elements do not
remain inert in the uterine cavity like a foreign body,
but continue to proliferate. It is more probable that
the fetal elements remain stationary, or retrograde,
unless altered by the maternal elements, which remain
active under certain circumstances.
But sometimes the retained part, exfoliates and

cure results; at other times the uterine mucosa be¬
comes inflamed and infection and hemorrhage neces¬
sitate an operation.
Hartman and Toupet have classically summarized

the changes which may occur in the retained placenta
or placental fragments, the most common being de-
cidual endometritis, which is characterized by hemor¬
rhage; chorionic villi are found in the discharge and
relief is obtained by currettage. Then, too, the frag¬
ment may undergo sclerotic changes and contract,
but it continues attached to the uterus and lives.
The fragment may remain adherent, the cells pro¬

liferate and form a polypus, as in the case reported by
Doran, which he termed a benign deciduoma.
The retained portion may also give rise to hydati-

form mole, which seems to correspond to myxomatous
degeneration of chorionic villi, and finally, malignant
deciduoma may take its origin from this retained frag¬
ment, with a fatal result.

So that aside from the constant menace from hem-
orrhagic and septic conditions, the retained placenta
or a fragment thereof may at any time become the
seat of a neoplasm which threatens the function of
the uterus and occasionally requires hysterectomy for
relief.
Godson's case was accompanied by amenorrhea, but

in all of Klasson's cases hemorrhage was a marked
symptom. In the third case reported by Gottschalk
the woman retained the placenta in utero for three
months after an abortion, without symptoms.
Diagnosis.—The diagnosis is easily made in recent

cases attended by an obstetrician. By abdominal
palpation two conditions may be observed; in one the
uterus is large and soft, responds slowly to massage
and is doughy to the touch, and here the placenta
may be either entirely or partially adherent. In the
second form the uterus is hard and moderately con¬
tracted below the level of the navel; this is the so-
called " hour-glass " contraction, and may be present
with adherent placenta, but the usual condition with
these findings is the simple retention of an already
detached placenta.
In cases attended by midwives or other incompe¬

tent persons, the history, or the protrusion of the cord
will furnish a ready solution, even if the hemorrhage,
which is usually marked in these cases, does not
prompt to instant examination. External hemorrhage,
may not be present, while internal hemorrhage exists
behind the circularly adherent placenta to an alarm¬
ing extent, as in Kuhn's case. If the history is un¬
obtainable from difference of language, and the cord
has been torn off by tractions in fruitless attempts to
deliver the placenta, a thorough revision of the uterine
cavity must be made. After the most rigorous atten-

tion to the hands, one is passed into the vagina and
the finger beyond the os internum will at once detect
the adherent or partially detached placenta. Some¬
times, however, owing to spasmodic contraction of the
internal os, the finger can not enter, and Gilis reports
a case where relaxation did not occur until eleven
hours postpartum, when the placenta was spontane¬
ously delivered.
In these cases it is recommended to secure complete

anesthesia, as in Gottschalk's case, and then pass first
one, then two and three fingers, until access to the
uterine cavity is obtained.
In cases of placenta succenturiata, confusion may

arise from the detachment and delivery of the pla¬
centa major while the smaller part remains adherent.
An examination of the delivered portion will reveal

on one side the severed mouths of the vessels at the
point of separation from the smaller portion, if one
membrane unites both parts of the placenta. This is
known as Tarnier's sign, but it will be useless if the
smaller portion is located in juxtaposition to the pla¬
centa major but not united, as the vessels in this case
would not lie in the membranes.
This sign would also fail if the membranes were

torn off close to the placenta proper, leaving the mem¬
branes which united the two masses attached to the
segment in the uterus.
In old cases, without the history, the diagnosis

usually can only be made after the patient is prepared
for operation, and occasionally from a microscopic ex¬
amination of the curetted fragments.
The indications for removal may be considered

under two heads: 1, after abortion; 2, after labor.
1. After abortion.—If there is any hemorrhage, ele¬

vation of temperature or suspicious discharge, or if
any fragments project from the uterus into the vagina
the removal should be immediate. Otherwise, it is
justifiable to wait and watch the case carefully. It is
probable that the placenta will be discharged wituin
a few days in the majority of cases. The presence of
a suspicious odor or discharge is a signal for operative
interference.

2. After labor.—The removal is indicated whenever
the usual methods have failed (Winckel three to
twenty-four hours), and sooner, if any symptom on
the part of the mother (fever, hemorrhage, exhaustion
or collapse) threatens her life.
Under the indications which have been given, the

manual removal of the placenta is not only justifiable
but imperative.
Chazan objects to the method advised by most oper¬

ators, and claims that the separation is not in the line
of least resistance; not where the division properly
occurs. He believes that by the method usually de¬
scribed, the placenta is not separated in the serótina
but, either at the expense of the uterine musculature
or in the fetal placenta, an artificially created line of
separation which may possibly perforate the uterus,
and at best only results in bringing away string-like
adhesions, which are part of the chorionic villi. He
avoids the introduction of the hand into the uterus
for fear of sepsis, and avoids contact with the pla¬
cental site for the same reason. He says that in most
of these cases the placenta is already partially detached,
and his method, successful in twenty cases, is to grasp
the loosened part with a thoroughly aseptic hand, and
by slow steady traction secure the release of the ad¬
herent portion. In two of his cases the detached por¬
tion was central, and here he bored the finger through
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the middle, hooked it underneath, made traction and
detached the placenta.
It seems probable that Chazan has been very for¬

tunate in his cases, for the thin fibrous placentas which
are sometimes present, like the three reported by
Gottschalk and the four herewith presented, could
not be treated thus. In these cases the placenta could
be scraped off the uterine mucosa only with the great¬
est difficulty. Again, if the asepsis and antisepsis is
rigorous, the introduction of the hand is not injurious
and there is less danger of leaving a fragment of the
placenta within. He does not describe how he treats
those cases which are entirely adherent and have no
loosened part to take hold of. The two cases with
central detachment were probably fast becoming
loosened by the Schultz method when he interfered.
In Kuhn's case the cavity formed by the detach¬

ment of the central portion was filled with blood, and
by accident the operative finger perforated the median
portion and an alarming hemorrhage resulted. The
most of the placenta was removed at once, but the
entire placental circumference was so closely adherent
that it resisted four different attempts at removal,
each attempt being accompanied by hemorrhage from
the enlarged uterus, which could only be controlled
for a short time with tampons. The patient finally
died of sepsis, fifty-eight hours after a normal delivery.
Unfortunately no post-mortem could be had.
The following method seems to fulfill all the indica¬

tions : The external genitalia are thoroughly scrubbed
with soap and prepared as carefully as for any serious
surgical operation; a vaginal douche of 2 per cent,
lysol is given and after giving the utmost attention to
the nails, hands and arms, the hand is doubled up into
cone-shape and guided by the cord (if present) to the
placental site, counter-pressure being made with the
external hand. The fingers are inserted between the
placenta and the uterus, and the former carefully
stripped from its base, leaving the least possible
amount of placental tissue; it should then be removed
with the hand, while the external hand secures vigorous
uterine contraction by massaging the uterus, according
to Credé's method. Deep anesthesia is necessary, using
ether if the heart is weak.
If all the adherent portions of the placenta are not

removed, and can not be with the fingers alone, as in
Kuhn's case, the sharp curette is recommended by
some writers. The utmost care is necessary in the use

of the instrument at this time, as the uterine walls are
thin and soft and the curette may easily penetrate to
the abdominal cavity, or large portions of uterine
tissue may be unnecessarily removed.
In Duhrssen's case, it seemed unsafe to continue

with the curette, for this very reason, and after tam-
ponning the uterus with iodoform gauze for forty-
eight hours, the placental remnants were easily removed
by the finger. On the whole, the tampon is much safer
and equally as effective as the curette, if employed
under extreme antiseptic precautions.
In case serious sepsis supervenes in an old case, or

in a recent case, which has been expectantly managed
the only recourse is in a vaginal hysterectomy, as in
Duhrssen's case, where the uterus was removed for
apparent defects in the wall and continuance of hemor¬
rhage. If for any reason (condition of woman, lack
of assistance, failure with fingers, etc.) delay of oper¬
ation is required, the uterus must be tamponned with
from three to five yards of iodoform gauze, until the
adherent tissue in the uterus is loosened and thrown off.

Elevation of temperature is best controlled by dif¬
fusive stimulants and quinin. As soon as the placenta
is removed, ergot may be administered and the uterus
kept in contraction; the signs of hemorrhage must be
looked for and the discharge carefully watched. If
the heart shows signs of weakness, strychnin or digi-
talin should be given hypodermically. When a patient
shows the effects of the hemorrhage, the normal salt
solution should be injected under the breast to the
amount of from one to three quarts. This must be
done very slowly, keeping the reservoir at such a height
that it will require ten minutes for each quart to enter.
The patient should not be left until the danger of
collapse or acute anemia is averted.

Case I.—Mtb. M. (No. 929, Dr. De Lee), aged 37; Aug. 24,
1897 ; Vllpara, full term ; previous labors easy ; labor began
5:10 a.m. ; temperature 99.2 ; pulse 76 ; membranes ruptured
spontaneously, 9:27 a.m. ; delivery spontaneous; Kristeller ex¬

pression, 11:36 a.m. ; head being down on perineum and no
progress for an hour; after-pains every five minutes, strong;
slight hemorrhage until forty-five minutes afterward when
Credé was attempted in vain ; large blood-clots but no placenta ;
uterus would rise up and become soft and boggy ; Credé again
in vain ; woman acutely anemic ; uterine massage, aortic pres¬
sure ; fluids by mouth, strychnin solution 1-30 ; one quart sa¬
line into right breast ; manual removal ; stimulants ; watched
for twenty-four hours ; in third stage two hours and thirty
minutes ; placenta adherent all around except at one point from
which hemorrhage came ; slow recovery.
Case 2.—Mrs. S. (No. 1234, Dr. De Lee), aged 25 ; Ipara ;

typhoid fever four years ago ; confinement Jan. 27, 1898, sec¬
ond stage terminated at 12 :45 p.m. ; pulse weak, but regular ;
almost no hemorrhage until 1:30, when, on account of oozing,
a fruitless attempt was made to expel placenta by Credé ; man¬
euver was repeated at intervals of ten minutes, until 2 :30 p.m. ;
at 3:00 p.m. she began to suffer from loss of blood and manual
removal was indicated, so patient was put on table ; strychnin
solution, grs. 1-30 hypodermically ; normal salt solution 1 quart,
injected into right breast, also a few ounces by rectum ; ether
anesthesia, manual removal moderately difficult ; 1 quart nor¬
mal salt solution into left breast ; placenta removed about 4 :30
p.m., very thin and rather small ; stimulants for twenty-four
hours ; recovery.
Case 3.—Mrs. R. (A.) (Case 1554, Dr. Reed), Italian; aged

42 ; Vlllpara ; previous diseases negative ; first menstruation
at 15 years ; menses regular ; no pain ; previous labors normal,
eight days in bed ; two miscarriages at three and five months ;
first labor at age of 28, last six years ago ; present pregnancy
normal; no edema ; labor July 14, 1898, 2:45 p.m.; tempera¬
ture 98.4 ; patient quite emaciated ; pulse 90, good, O. L. A. ;
no internal examination ; delivery spontaneous at 4 p.m. ; after-
pains every three minutes, strong ; some hemorrhage ; cord 80
cm., false knots; uterus 14 cm. above pubes, hemorrhage;
Credé after twenty minutes ; uterusmassaged ; abdominal aorta
compressed ; diagnosis of adherent placenta ; Credé again in
vain ; salt solution per rectum ; pulse rapid, patient restless,
strychnin hypodermically ; manual removal of placenta at 5:20
p.m.; uterus contracted well; adhesions quite intimate and
separation difficult ; placenta very thin and flat, a few white in-
farcts ; abundance of fluids by mouth ; ergot ; temperature 100
on second day ; recovery.

Case 4.—abortion.—Mrs. M., aged 40 (App. No. 3075, Dr.
Bayer) ; first menstruation at 15, regular, scanty ; family his¬
tory good ; previous labors normal ; fifth month of gestation ;
dispensary summons Feb. 15, 1899 ; patient complaining of
severe pain in back ; uterus contracting, patient quite pale ;
abdomen thick and pendulous ; woman generally ill nourished.
Examination : Some effacement of os, one to two fiDgers'

dilatation ; os filled with a soft fluctuating mass, hard body
high up. Diagnosis : Inevitable abortion. Clinical course :
At 1 p.m. patient had a strong pain and a macerated fetus of
about fourteen weeks was expelled ; patient had a severe hem¬
orrhage in from three to five minutes ; Credé expression of
placenta was attempted three times without effect ; hemor¬
rhage continued ; diagnosis, adherent placenta ; patient pale,
pulse rapid, symptoms of collapse ; manual removal of placenta
at 1:30, pulBe 140; uterus contracted slowly under massage;
hypodermic of strychnin, 1-30, twice with an interval of forty
minutes ; brandy and strychnin by mouth ; 1 quart salt solution
injected into right breast ; ergot, 2 drams, strong coffee and
saline solution per rectum ; placenta, small, thin and removed
with difficulty ; acute anemia, slow recovery.
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WHY IS THE PROFESSION POOR IN PURSE?
AND HOW TO REMEDY IT.

BY C. H. REED, M.D.
TOLEDO, OHIO.

A few days ago, speaking about present social con-
ditions, one of our prominent physicians, located in a

prominent part of this, our metropolis, said. ``Only
yesterday I heard of a doctor in this city who was
found crying because he was hungry."
If any excuse were needed for discussing questions

of this kind in a scientific body like this, such scenes
as these, occurring among members and professional
neighbors, are certainly sufficient.
Ours is the grandest, the noblest of all professions,

save, perhaps, one, and its high aim, the relief of
human suffering, physical or mental, should never be
prostituted to the baser object, gain. Nevertheless,
the present methods of securing a livelihood compel
our devoting at least a part of our attention to the
consideration of our purses. Necessaries we must
have or die. Luxuries for our families and ourselves
we should have, but the cases just referred to prove
that not all can always have even the necessaries.
Why is this? Is it right that this condition should

be? If the conditions of the social relation which
produce such effects are wrong, and they must be,
then these effects are avoidable. They need not be.
Wrong is not a necessity.
If these troubles arise from the poverty of purses,

the question naturally arises—why the poverty, and
"how remedy it?"
Remedies! Why, doctors have as many remedies

for hard times as old women have remedies for worms,
and usually just as logic and about as effective. The
physician who told me of, and deplored the condition
of the professional brother found crying from hunger
did not venture to explain the cause of, nor the neces¬
sity for, such deplorable distress, neither did he explain
why it was any worse for a doctor to cry from hunger
than for anyone else; but he has a remedy. He says,

" I have been called a crank because I have advocated,
in season and out of season, that physicians ought to,
every year of their lives, charge larger and larger fees,
thereby leaving those who are less able to pay for the
younger men to make a living by treating them. I
believe, as physicians, we ought to get together and
' divide up the day'. If as a class, we physicians had
half sense, and would charge wealthy men what it is
worth to carry the responsibility of their sickness,
there need not be a hungry physician in Toledo; but
here is the way the matter stands: If a physician
were to charge a man who is worth $50,000 what he
really ought to charge him, every other physician
would gladly go into court for a dollar, and testify
that the charge was exorbitant."
Now, honor is supposed to be the manly thing, but

justice beats it. Instead of its being the depravity of
doctors, are not the necessities arising from the finan¬
cial condition of the country, this thing of which we
complain so much, the incentive, the why such testi¬
mony is so easily had? If it be, then high and higher
fees are not the cure, except for those who succeed
in getting them. For others the effect would be less
fees—except the old physician should distribute his
large fees among them. But let no one imagine for
a moment that all poor doctors are young doctors. By
this plan it is possible our hardships could be lessened.
If all men have equal rights, as our Constitution

declares they have, we believe, a question of justice
arises here. It is well known that in order to learn to
swim we must go into the water. So of the practice
of medicine. All things else being equal, the expe¬
rienced physician is more efficient than the inexpe¬rienced. Now, if all men have equal rights, must not
this equality of rights extend to a choice of physi¬
cians ? Is one to be denied the opportunity of calling
to the aid of those most dear, his old and trusted fam¬
ily physician, and that, because, through no fault of
his own, his income has not kept pace with the inex¬
orable growth of the fee bill? Is he ni longer to
profit by the experience the practice in his own fam¬
ily has afforded the doctor? Is there an honorable,
noble-hearted doctor living who would refuse him?
It is evident that this remedy, put into practice, would
do violence to justice and fail.
The author of a paper read before this society, pub¬

lished in the Toledo Medical and Surgical Reporter,
February, 1898, attributes the cause of the physician's
financial distress, the major part at least, to a different
cause, and recommends a different remedy. With him
the cause is carelessness in charging and collecting.He points out the great results following the neglect of
little things and shows by figures that in strict atten¬
tion to the little matters is the remedy to be found.
We quote: " Suppose," says he, "that one, as most do,
neglects to charge, and of course for that reason, tocollect $1.43 a day or $10 per week. If, instead, he
collected this and put it out at 8 per cent, interest for
twenty-one years, he would at that time have the-snug
sum of $27,800, $10,920 actual collections and $16,880
interest on dividends."
This solution of the question of empty purses dif¬

fers somewhat from the other. It looks more feasible
because figured out so one can almost see the dollars
staring him in the face. The first suggestion being
so foreign to the principles of justice scarcely needed
more than to be stated to be doubted. The last, being
reduced to such a mathematic certainty, justifies a
mathematic analysis.Read before the Toledo Medical Association, April 14, 1899.
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